of 15 1 and a forced vital capacity (FVC) of 2 55 1. Although the tumour was resectable, pneumonectomy was considered to be too hazardous in the presence of severe coronary artery disease, and coronary artery surgery was precluded by the combined risks of haemorrhage from the tumour and postoperative pneumonia in the obstructed lung.
In an attempt to improve the patient's fitness for cardiac surgery, endobronchial tumour was resected with a neodymium YAG laser operating at a wavelength of 1-32 gm (MBB-Medilas 2, Medizintechnic). Treatment was given at power settings of 10-20 watts in pulses of up to one second.3 An airway was restored to the left lower lobe and a large volume of mucus and altered blood was drained; all bleeding points on the tumour bed were then cauterised. Treatment was given under general anaesthesia with full invasive monitoring. Cardiovascular stability was maintained throughout the procedure.
Nine days later vein grafts were applied to the left anterior descending and right circumflex coronary arteries. The operative course was uneventful with no bleeding from the tumour. During the immediate postoperative period he developed complete collapse of the left lung and became hypoxic despite ventilatory support (arterial oxygen tension (Pao2) 7-9 kPa with 80% oxygen). A fibrin plug occluding the left main bronchus was removed with a fibreoptic bronchoscope. The lower lobe re-expanded with immediate improvement in oxygenation (Pao2 25 kPa with 70% oxygen) and he was weaned from ventilatory support. Respiratory function tests performed on the eighth postoperative day showed an FEV, of 25 1 and an FVC of 36 1, indicating a considerable improvement.
Pneumonectomy was planned after an interval of four to six weeks. He developed a haematoma in his left leg, however, at the site of his vein surgery, which became infected with methicillin resistant Staphylococcus aureus. His pneumonectomy was postponed for six months until the infection had resolved. Repeat staging confirmed that the tumour was resectable. A left pneumonectomy was performed without complication. Mediastinal lymph nodes were sampled at the time of surgery and were found to be free from tumour. Examination of the resected specimen showed that the hilar glands were also free from tumour, though the bronchial lymph nodes were directly affected; thus he had T2N,MK stage disease.4 The patient has remained well without clinical or radiological signs of recurrence for 27 months. During this time he has been able to lead an active and independent life.
Discussion
There is general agreement that surgery offers the best prospect of cure in patients with resectable non-small cell carcinoma of the lung. The risks of major non-cardiac surgery are increased substantially, however, in the presence of coronary artery disease. Uncon-trolled studies have suggested that these risks may be reduced after myocardial revascularisation" and, although lung resection and coronary artery surgery have been performed successfully as combined procedures,6 it has been argued that vein graft surgery should be performed before lung resection. '2 Cardiac surgery could not be performed as the initial procedure in our patient because anticoagulation would have led to uncontrollable bleeding from the haemorrhagic tumour, and obstruction of the left main bronchus might have predisposed him to pneumonia and would have compounded the loss of respiratory reserve that is known to occur after coronary artery surgery.7 This latter problem was apparent when the left main bronchus became temporarily obstructed by a fibrin plug. Despite this complication, laser therapy was judged to have been successful in minimising these risks. Bleeding did not occur during cardiac surgery and resection of the tumour ensured a rapid recovery of ventilatory function after removal of the fibrin plug.
Ideally, pneumonectomy would have been performed shortly after coronary artery surgery. The risk of transferring methicillin resistant Staphylococcus aureus, however, was considered to outweigh the risk of tumour spread. Metastatic disease was not evident at the time of surgery and our patient's predicted five year survival is 40%. 4 Although endoscopic laser resection has been developed as a palliative treatment, there are now several reports on its value before thoracotomy in patients with operable tumours of the upper airway who presented with impending asphyxia."' In these cases the laser restored an adequate airway and thereby provided time in which to plan elective surgery. Our experience shows how laser therapy may also be used to optimise a patient's fitness for cardiac surgery and so facilitate the most appropriate sequence of operative procedures. opacities varying from 5 mm to several centimetres in diameter, suggesting metastases, though her general appearance belied this diagnosis. Some of the nodules were cystic and contained fluid levels. There was a small left pneumothorax (fig 1) . Cytological examination of sputum showed no abnormality and tests for hydatid and rheumatoid disease gave negative results. Because of concern that the opacities might represent pulmonary metastases she underwent left thoracotomy, at which a large cyst was found in the greater fissure arising from the upper lobe, with two further cysts arising from the lower lobe. All three were removed by wedge resection.
Macroscopically, two of the cysts had fleshy tissue hanging from their inner walls; the third was almost solid. Microscopically, the appearances were of pulmonary hamartomas consisting of cystic spaces lined by cuboidal and mucus secreting columnar epithelium. The stroma consisted of mesenchyme (fig 2) .
Over the subsequent 13 years the hamartomas fluctuated considerably in size. Typically they increased in size until cavities developed, often with fluid levels, and then shrank, though some remained unaltered. Antibiotics were often prescribed because of concern about superinfection.
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